Clinical Topics
Referral of patients for psychotherapy A C ROBIN SKYNNER, DENNIS G BROWN It is generally agreed that some 15% of the family practitioner's list of patients has an obvious psychiatric disorder,' and another 10% a hidden one. 2 But only a small proportion, varying from one in 10 to one in 20, of these are referred to psychiatrists. Those who are admitted to psychiatric units tend to be acutely and severely disturbed, even psychotic, unlike the bulk who are referred to the psychiatric services as outpatients and those who remain under the care of their general practitioner. These are suffering from either acute or chronic stress, and varying degrees of neurotic disability, personality problems, or psychosomatic disorder. They are the patients for whom the temporary provision of a holding hospital environment and the suppression of acute symptoms with medication may be unnecessary or insufficient, perhaps even contraindicated as long-term solutions to the underlying problems. Psychotherapy at some level is often indicated.
Range of psychotherapeutic techniques
The range of psychotherapeutic techniques is now very great -indeed, even bewildering: individual, group, family and marital, social therapy, behavioural psychotherapy, and a host of new "fringe" therapies. 3 We here attempt to offer some conceptual guidelines to both general practitioners and psychiatrists in considering what established forms of psychotherapy would be appropriate for particular patients.
We first considered presenting our ideas historically, beginning with the development of psychoanalysis at the turn of the century, the emergence of individual analytically based psychotherapy after the first world war, and then of group psychotherapy and of therapeutic community ideas (social therapy), particularly after the second world war, and, finally, family and marital therapy in the past two or three decades, during which time behavioural psychotherapy has also developed.
Finally we chose to turn history on its head in presenting the concept of a series of sieves, or 13 JUNE 1981 normally provided by a healthy family. This is so whether the group is supportive or analytic.
As compared with individual psychotherapy, group therapy has a rather broader spectrum (though there is a wide overlap and each can deal with a range of problems unsuitable for the other). On this ground as well as on the obvious ground of economy (which means wider availability, more intensive provision, shorter waiting lists, or some part of all three) we suggest it should be considered after family therapy, and, when long-term intervention is needed, before individual therapy.
COUPLES AND MULTI-FAMILY GROUPS
Couples groups, where three or four couples meet together weekly to monthly, and multi-family groups where several families are seen together, combine several therapeutic advantages of both "stranger" and "natural" groups. Though the use of such groups is limited at present, they have been found effective by one of us'8 in cases resistant to conventional treatment through individual, group, or even ordinary marital or family therapy. Because these groups combine some advantages of both family and group therapy, patients attending them show more rapid change than in stranger-groups, but they usually need to come for a year or more. This being so, it is best to attempt a short-term intervention first with the couple or family, to make sure that a more economical solution is not possible, and to consider this option later.
When is individual (one-to-one) therapy required?
FLEXIBILITY One-to-one therapy is much more flexible than group therapy, so that the frequency and number of sessions, the level of regression and dependency, the depth and intensity of emotions elicited, the balance struck between reassurance and motivating anxiety, and the degree of focus on a particular task, can all be varied as necessary-that is, it can range from psychotherapy 1 to 3, from support to exploration at depth. Even Though individual therapy can be used valuably in most conditions and situations, if others in the patient's family are not blocking progress, it seems to be most specifically indicated for those severely deprived personalities stunted or distorted by severe failures in the "facilitating environment" of early months and years.20 This is particularly so for individuals who lost or never had the experience of "good enough" parents or parental substitutes. Mild deficiencies of this type may be remedied in groups, where profound regression of one or more members can elicit remarkable care and nurturance. Similarly, in the course of marital or family therapy, family members can be helped to recognise and respond more constructively to regressive needs in day-to-day living at home. Although this may suffice to tip the balance in milder cases, there are clearly limits beyond which it would be unreasonable to expect even the most considerate and patient individual to go in meeting the infantile demands of a spouse or child. Then, the undivided attention of individual therapy, at least as a preliminary or concurrent mode, might offer more realistic hope.
Such undivided attention may be essentially supportive in aim, as in casework by social workers maintaining severely damaged people over periods of years; sometimes this alone can lead to slow growth in patients' capacities to trust and grow in confidence. But it is also the basis for individual analytic psychotherapy. This promotes exploration of experiences and fantasies at all levels of development, from the most primitive fusion and separation of the infant self in relation to maternal images. 21 The needs, feelings, and fantasies of the individual can be attended to without interference by those of others. Only this may permit the tentative unfolding of a self that is stunted, distorted, and barely held together.
NEED FOR PROLONGED PREPARATION
A third indication for individual work is where patients need prolonged preparation for psychotherapy of a more dynamic and exploratory type. Some patients need a lot of help in beginning to think about relationships and feelings, and to adjust to the idea of becoming more open with others, whether one-to-one or in a group. Ideally such preparation begins with the general practitioner.
"Dynamic" or "behavioural"?
A further choice has to be made between a more dynamic, exploratory, analytic approach aiming at the development of insight or self-understanding, with the hope that this will lead to conflict-resolution, change in the balance of motivation, and alleviation of the complaint; or alternatively the more behavioural, directive approach (psychotherapy 4). This emphasises the development of skills the patient has not learnt or the changing of previous maladaptive learning through behavioural psychotherapy.
In family and marital work less difficulty arises, since most family therapists, whatever their original training, tend to draw freely on behavioural systems or psychoanalytic concepts and methods and to combine these as necessary. In the treatment of sexual dysfunction, for example, the combination of the behavioural approach22 with a psychoanalytic exploration of the resistances thereby elicited, appears more powerful than either mode used by itself.2R
In individual and stranger-group work, however, practitioners have tended to remain polarised as adherents of either the psychoanalytic or the behavioural paradigm. The type of treatment that patients receive therefore depends more on the door they happen to enter and the philosophy and personality of those behind it than on what might help them most, so that the choice of the most appropriate door will often lie with the referring practitioner.
In general, patients whose problems stem from simple deficiencies in experience, or whose training has been inappropriate-so that they are aware of their handicap and the need is more for education or re-education-are helped most effectively and economically by a behavioural approach, either individually or in groups-for example, social skills training for those who have little social experience or sexual attitude restructuring for those who have grown up in prudish families.
If the patient has the wish and capacity, an analytic approach is indicated where a direct approach to re-learning by exposure to new situations is made difficult through the development of complicated defensive systems that obstruct the patient's conscious awareness of the problem and so also limit the therapist's ability to perceive it and to change it directly. For example, forbidden sexual impulses may be disguised as hostility and suffering, as in sadomasochistic behaviour, or complaints of obsessional hostile thoughts may be a way of avoiding taking responsibility for actual, appropriate anger towards others. Where such protective layers have developed to disguise and insulate the original difficulty, the exploratory analytic approach comes into its own. Once the patient is reconnected with the basic problem-becomes conscious of ithe has the possibility of exposing himself to beneficial experience which could help him and which he has hitherto avoided. But if this does not occur spontaneously, a behavioural approach may then be appropriate, as Freud himself noted.
Combinations and sequences of the different modes
We have found that all these different modes can, if necessary, be fruitfully combined, though a different order may be appropriate in different cases. Conjoint family sessions may help parents accept the independence of an adolescent who is expressing their own fears of separation as well as his own, after which separate individual or group therapy for the youngster may provide a "halfway house" between the family and the outside world. The parents, left alone, may then have to face the marital problem from which their concern over the child distracted them, and this may need therapy as a couple or in a couples-group. Specific sexual difficulties that are next disclosed may be resolved most quickly by "active sex therapy" using a behavioural approach.
While some problems can be equally effectively treated by different methods, benefit may be partial. Then a change of therapy may unblock progress-for example, patients who have undergone psychoanalysis without learning to apply their insights in outside relationships may benefit from group therapy. After one of the briefer forms of individual therapy or family or marital therapy, some patients may benefit from long-term analytic psychotherapy, individual or (most commonly in the NHS) group.
A flexible response requires that all psychotherapists should acquire some knowledge of and preferably some basic skill in the individual, stranger-group, and family and marital psychotherapies, employing both dynamic and behavioural principles. Though each individual will probably wish to concentrate on one or other of these different approaches, we believe that some acquaintance with them all is an essential part of the training, not only of every psychotherapist but of all psychiatrists.
Long-term, intensive, dynamic psychotherapy
Although it may seem that we have neglected the value of long-term analytic psychotherapy in promoting the quality of life and personal fulfilment, in reality we do not, and believe that some people can benefit only from such long-term intensive work. But more people can be helped by less ambitious and costly treatment, and the NHS cannot afford to neglect those who can be helped by other forms of therapy discussed here. Private psychotherapy exists for individuals who wish to make sacrifices for this personal benefit.
It must be recognised, however, that most of the briefer therapies have been made possible by the detailed knowledge and self-knowledge acquired through the practice and experience of psychoanalytic and group-analytic therapy. Furthermore, as in organic medicine, short-cuts are best taken by those who know their subject thoroughly and are aware of the inherent risks. For both these reasons we believe there is every justification for psychotherapists to spend a proportion of their time training in and practising long-term work, even in the NHS.
Requests for reprints to DGB. Brown, 1970 . In the absence of disqualifying features cardiac pacing is indicated for acquired complete heart block (except nodal), Mobitz II block, and bifascicular block where occasional failure of conduction has been shown or syncopal attacks make it very likely that this is occurring. Pacing is also the treatment of choice where bradycardia or "pauses"
(not due to drugs or tractable primary disease) are responsible for symptoms. Determining such an association usually means ambulatory rhythm monitoring. The successful management of the tachycardia/ bradycardia syndromes may require pacing as the first step. It may also be indicated for preventing syncope due to carotid sinus hypersensitivity and-using an advanced pacemaker-for the control of some resistant forms of paroxysmal tachycardia.
